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A 13 year old female presented with dysphagia and tracheal deviation. Workup revealed ﬁbrosis of the
omohyoid muscle which was surgically resected with immediate resolution of symptoms.
 2014 The Authors. Published by Elsevier Inc. All rights reserved.A 13 year old female presented with dysphagia and tracheal
deviation. Clinical examination revealed a palpable mass on the left
side of her neck. Imaging and ﬁne needle aspiration were obtained,
revealing ﬁbrosis of the omohyoid muscle. Surgical division of the
left omohyoid muscle resulted in immediate resolution of
symptoms.
1. Case report
A 13 year old female was referred for dysphagia that has been
present for less than one year. During this time, the patient expe-
rienced tracheal deviation to the left without airway compromise.
She denied any previous dysphagia or trauma to the neck. On
physical examination, a ﬁbrous bandwas palpatedmedial to the left
sternocleidomastoid (SCM) muscle. Tracheal deviation was appre-
ciated, but the patient’s range of motion was not compromised
(Fig. 1). Ultrasound conﬁrmed a ﬁbrous band, left of the midline,
medial to the SCM muscle extending to the hyoid bone, consistent
with the omohyoid muscle. MRI and subsequent ﬁne needle aspi-
ration were performed. MRI demonstrated left SCM hypertrophy
(left SCM measured 14 mm in the anteroposterior dimension, right
SCM measured 7 mm in the anteroposterior dimension) without
abnormal signal or enhancement (Fig. 2). Fine needle aspiration ofBY-NC-ND license (http://
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Published by Elsevier Inc. All righthe omohyoid muscle demonstrated muscle hypocellularity with
degenerative and reparative-type skeletal muscle ﬁbers mixed with
scant ﬁbrous tissue. These results were deemed consistent with
torticollis of the omohyoidmuscle. After discussionwith the patient
and her family, surgical division of the left omohyoid muscle was
performed. At operation, a left sided transverse neck incision was
used. The superior belly of the left omohyoid muscle was identiﬁed
medial to the left sternocleidomastoid muscle. A segment of the
muscle was then resected, with immediate resolution of her
tracheal deviation (Fig. 3A and B). After outpatient discharge and
three week follow-up, the patient demonstrated complete resolu-
tion of her dysphagia. Final pathology revealed several segments of
ﬁbrotic skeletal muscle grossly, with microscopic evidence of scar
tissue and focal atrophy without inﬂammation, necrosis, or
neoplasia.2. Discussion
Torticollis is deﬁned as a twisting, jerking, or malrotation of the
neck. The most common causes of torticollis are congenital
muscular torticollis and acquired torticollis [1]. Congenital
muscular torticollis has an unknown etiology, presenting within
the ﬁrst few weeks of life as twisting of the neck most commonly
secondary to ﬁbrosis of the SCM or the trapezius [2]. Acquired
torticollis occurs due to inﬂammation or trauma sustained pri-
marily by the SCM. Aside from ﬁbrosis of the SCM, infectious pro-
cesses, such as retropharyngeal abscesses, and space occupying
lesions, such as hematomas or neoplasms, can also cause acquired
torticollis [3].ts reserved.
Fig. 2. MRI demonstrating hypertrophy of left sternocleidomastoid (SCM) muscle.
Fig. 1. Appearance of anterior neck with tracheal deviation to the patient’s left caused
by ﬁbrous omohyoid muscle (white arrow).
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operatively by both passive and active stretching exercises, with the
best results obtained in patients up to 18 months of age. With an
underlying etiology in acquired torticollis cases, correcting the
underlying disease process has also been associated with resolution
of symptoms. Older patients require operative intervention more
frequently than younger patients, with segmental resection or di-
vision of the involved muscle leading to cessation of symptoms.
With both subtypes of torticollis, involvement of muscles other
than the SCM may lead to variations in clinical presentation [4].
Among these is torticollis secondary to ﬁbrosis of the omohyoid
muscle, as seen in our patient. She presented with dysphagia,
tracheal deviation, and a ﬁbrous band replacing the omohyoid
muscle. MRI demonstrated hypertrophy of the ipsilateral SCM. This
is consistent with a compensatory mechanism to correct the pri-
mary abnormality of the omohyoid muscle. Contraction of the SCM
results in the rotation of the head to the contralateral side, which
opposes the tether of the ﬁbrotic omohyoid.
The physical manifestations of torticollis of the omohyoid
muscle are closely related to omohyoid muscle syndrome. Omo-
hyoid muscle syndrome presents with a lateral neck mass that is
mobile with deglutition [5]. The pathophysiology of this syndrome
is not well deﬁned, but has been theorized to result from ﬁbrosis
and shortening of degenerating muscle ﬁbers in the omohyoid
muscle. Additionally, a theory has been proposed pertaining to
loosening of the intermediate tendon of the omohyoid muscle, a
cervical fascial derivative which divides the omohyoid muscle into
its superior and inferior muscle bellies [6]. Patients may be
asymptomatic or present with dysphagia, dysphonia, or pain, later
rate circumstances the disease process may be advanced enough toFig. 3. (A) Preoperative photo demonstrating margins of omohyoid muscle. (B) Postoperative
muscle. Note transverse neck incision (white arrow).cause signs of torticollis. In evaluating these patients, lateral and AP
neck radiographs may be helpful in determining the extent of dis-
ease, as well as evaluating possible C1eC2 subluxation often
associated with congenital muscular torticollis [7]. Although a
distinctly different disease, omohyoid muscle resection has been
beneﬁcial in treating these patients.
Depending on age on presentation, symptomology, and extent of
disease, multiple approaches can be taken to treat patients with
torticollis due to ﬁbrosis of the omohyoid muscle. Given the rarity of
this condition, no clinical guidelines currently exist regarding treat-
ment for these patients. In younger patients with congenital torti-
collis, passive stretching has been shown to cause a resolution of
symptomsbypromoting lengtheningof themusculature. SCMtearing
is a recognized complication of this treatment approach. Other non-
surgical methods have been explored, most notably ultrasound-
guided injection of botulinum toxin into patients with omohyoid
muscle syndrome exhibiting symptoms consistent with torticollis.
In congenital torticollis, these conservative methods have been
seen as ﬁrst line treatments, with surgical interventions undertaken
when conservative methods do not cause resolution of symptoms.
Given congenital torticollis being diagnosed at a typically younger
age than other similar disease processes, it is suggested that con-
servative treatments are more effective approaches in younger pa-
tients. Additionally, the sites of intervention seem to be more
consistent with SCM and trapezius-related torticollis. Conversely,
patients presenting at older ageswith torticollis, acquiredmore than
congenital, are more likely to need surgical intervention for resolu-
tion of symptoms. Acquired torticollis tends to occur in more loca-
tions that congenital torticollis, making the range of surgicalphoto demonstrating immediate correction of tracheal deviation and ﬁbrous omohyoid
J.M. Bond et al. / J Ped Surg Case Reports 2 (2014) 397e399 399intervention greater in theory. However, given the rarity of disease
such as in our patient, more cases will be needed to illustrate any
deﬁnitive conclusions regarding treatment guidelines for the
aforementioned disease process.
3. Conclusion
In many cases, patients with torticollis or omohyoid muscle
syndrome will undergo surgical transaction of the SCM or omo-
hyoid muscle, respectively, with resolution of symptoms post-
operatively. Given our patient’s presentation, surgical transaction of
the ﬁbrotic omohyoid muscle was chosen and provided immediate
symptom resolution.
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